I read with interest the recent article by Wang et al 1 investigating the geographical distribution of coronary thromboses causing ST-segment elevation myocardial infarctions (STEMI). The authors demonstrated that these thromboses are clustered within the proximal portions of the major epicardial coronaries. They claimed that diagnostic and therapeutic approaches designed to diagnose unstable plaques or to prevent subsequent thrombosis should focus on these high-risk locations. The authors proposed theoretical explanations for the proximal location of coronary thromboses, such as high shear stress.
Response
Thank you for your interest and comments regarding our analyses of the spatial distributions of acute myocardial infarction occlusions within the coronary tree. 1 Your speculation that the distribution of acute occlusions may reflect the distribution of atherosclerotic plaque has been of great interest to our group, and we could not enter into a lengthy discussion about the theoretical correlations with our findings because of manuscript length constraints. Our main focus was to provide, for the first time, a prospective and detailed analysis of the exact location of acute occlusions and the degree of statistical clustering that exists along the coronary longitudinal axes. Although our millimeterby-millimeter analysis, corrected for foreshortening, demonstrated a relative predilection of plaque ruptures in the proximal vessel, the probability of occlusion was not a simple function of proximity. In fact, in the right coronary artery, the most proximal portion was not a high-risk location.
Our interest in this problem began in late 1998, when we speculated that the advantage of arterial bypass surgery in reducing myocardial infarctions, seen in patients with diabetes and multivessel disease in the Bypass Angioplasty Revascularization Investigation trial, was the result of the physical bypass of the proximal 6 cm of diseased native coronary by nonatherosclerotic internal thoracic artery conduits. 2 We proposed the concept that the occlusions may be clustered, and we developed a quantitative angiographic method to evaluate the possibility of spatial clustering of occlusions, first in a prospective cohort at Brigham and Women's Hospital. Discussions with and confirmation of this notion by Gibson and coworkers was provided in their retrospective analysis of the Thrombolysis In Myocardial Infarction database of acute MI. 3 The finding that myocardial infarctions cluster proximally, with corresponding large myocardial territory, underscores the need for therapeutic considerations at these discrete locations. 4 
